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Chapter 19
Current Procedural Terminology (CPT) coding
for descending thoracic aorta endovascular repair
Gary R. Seabrook, MD, Milwaukee, WiscINTRODUCTION
Current Procedural Terminology (CPT), developed
by the American Medical Association, is the coding
process used to describe surgical and diagnostic proce-
dures and other medical services and for reporting those
activities to insurance carriers for reimbursement. Within
the resource-based relative value scale system, each CPT
code is assigned a relative value unit for physician work,
practice expense, and professional liability insurance.
Payment for the work is calculated by adding the relative
value units (adjusted for geographic differences) and
multiplying that sum by a conversion factor expressed in
dollars that is calculated each year by the Centers for
Medicare and Medicaid Services (CMS). There is signif-
icant physician input in both the editorial process of
developing new CPT codes and in the process of evalu-
ating the associated work. The CPT process undergoes
constant refinement: new codes are added as the medical
community adopts new technologies and procedures.
Endovascular repair of thoracic aortic aneurysms pro-
vides an excellent example of this process.
COMPONENT CODING
Unlike many traditional surgical procedures, where
all of the surgical work was “bundled” into a single CPT
code, component coding has been adopted as the
method for reporting endovascular surgical procedures.
With this methodology, the procedure is separated into
individual tasks, each of which is assigned a CPT code.
This is particularly appropriate where components of
endovascular technology may be used in various config-
urations to best exclude an aneurysm. Because endovas-
cular devices are delivered with catheter-based tech-
niques, separate codes are used to describe the work of
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106Asurgical exposure of the access artery, guidewire delivery,
and radiologic interpretation and supervision of the as-
sociated imaging. Appropriate modifiers are used when
multiple procedures are performed at the same session or
when a procedure is performed bilaterally.
Category III codes have been developed to describe the
work of emerging technology for which clinical research is
being conducted; in the case of endovascular techniques,
use of these codes provides a mechanism for tracking the
deployment and substantiating the use of devices not yet
having received final approval from the United States Food
and Drug Administration (FDA). The first Category III
code was created to describe the work of endovascular
aneurysm repair using a modular bifurcated prosthesis with
two docking limbs. It was converted to a Category I code in
2004 and became available for use in January 2005 as CPT
Code 34803.
Category III codes are reimbursed at the discretion of
the individual Medicare carrier (Federal Register, Novem-
ber 1, 2001, P55269). Practitioners are advised to contact
the carrier’s medical director before performing an endovas-
cular procedure associated with a Category III code so that
a policy for payment can be determined for that specific
case. Information should be provided to allow representa-
tives of the carrier to understand the nature of the proce-
dure, the physician work involved, and the status of the
device to be implanted.
In February 2005, the Society for Vascular Surgery,
the Society for Interventional Radiology, and the Amer-
ican College of Radiology requested that the CPT Edi-
torial Panel change the series of Category III codes
involving thoracic endovascular aneurysm repair (0033T
to 0040T) to Category I status. This request coincided
with FDA approval of a commercially available endovas-
cular graft system for use in the thoracic aorta. Once the
new CPT codes were approved, the societies conducted
surveys to quantify the physician work involved in per-
forming these procedures. In late April 2005, the pro-
posed relative values for work were presented to the
AMA/Specialty Society Relative Value System Update
Committee. The committee’s recommendation was for-
warded to CMS, and in early November, the approved
relative value units for these new Category I CPT codes
appeared as a Final Rule in the Federal Register. The new
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reimbursement beginning January 1, 2006.
Each of the new proposed Category I codes is re-
viewed in this chapter. In most cases, the descriptor for
the Category III code has been maintained for the new
Category I code; however, in some cases the CPT Edi-
torial Panel has expanded upon the original text to more
accurately describe the current work associated with the
procedure. Each CPT code is assigned a global period.
Most surgical codes have a 90-day global, which includes
the work provided on the day of the service as well as the
subsequent care for the next 90 days. Variances from this
standard are identified. The descriptor is the text ap-
proved by the CPT Editorial Panel for the code and is
used to create a vignette, which serves as the basis for
conducting work surveys from which relative value units
are determined.
PROPOSED CATEGORY I CODES
CPT Code: 33880
Global Period: 90 days
Endovascular repair of descending thoracic aorta (eg,
aneurysm, pseudoaneurysm, dissection, penetrating
ulcer, intramural hematoma, or traumatic disrup-
tion); involving coverage of left subclavian artery
origin, initial endoprosthesis plus descending tho-
racic aortic extension(s), if required, to level of celiac
artery origin
Select this code for endovascular repair of the de-
scending thoracic aorta when the proximal graft compo-
nent will be deployed so that it covers the origin of the
left subclavian artery. The code involves the work for
deploying all of the descending extensions that would be
required to treat the diseased segment of thoracic aorta.
The configuration of some diseased aortic segments may
best be treated by beginning deployment at the distal
aspect of the abnormal aorta and sequentially placing
graft limbs to the proximal origin of the abnormality.
This code is intended to report the work in the primary
target treatment zone (Fig 1).
CPT Code: 33881
Global Period: 90 days
Endovascular repair of descending thoracic aorta (eg,
aneurysm, pseudoaneurysm, dissection, penetrating ul-
cer, intramural hematoma, or traumatic disruption);
not involving coverage of left subclavian artery origin,
initial endoprosthesis plus descending thoracic aortic
extension(s), if required, to level of celiac artery origin
This code represents essentially the same work as
3388x1; however, the configuration of the diseased aortic
segment is not expected to require coverage of the left
subclavian artery origin to achieve an effective proximal seal
(Fig 2).CPT Code: 33883
Global Period: 90 days
Placement of proximal extension prosthesis for endo-
vascular repair of descending thoracic aorta (eg, aneu-
rysm, pseudoaneurysm, dissection, penetrating ulcer,
intramural hematoma, or traumatic disruption); initial
extension
The original Category III code 0035T describes the
placement of proximal or distal extension cuffs; however,
the CPT Editorial Panel split the description of work for
proximal and distal extension cuffs into two separate codes.
Code 3388x3 describes deployment of an initial proximal
extension cuff. This procedure would be most typically
performed to treat a type I proximal endoleak, which might
be identified at the initial procedure, or in another instance
when proximal graft migration is identified and the patient
Fig 1. CPT Code 33880
Fig 2. CPT Code 33881is returned for a subsequent procedure (Fig 3).
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Global Period: (ZZZ—Add-on Code)
Each additional proximal extension (list separately in
addition to code for primary procedure)
Use 3388x4 in conjunction with 3388x3
This add-on code is used for each additional proximal
extension cuff that is deployed. It is always used in con-
junction with 3388x3. Add-on codes do not require the
use of the -51 modifier, which results in a reduction in pay-
ment for multiple procedures performed at the same session
(Fig 4).
CPT Code: 33886
Global Period: 90 days
Placement of distal extension prosthesis(es) delayed
Fig 3. CPT Code 33883
Fig 4. CPT Code 33884after endovascular repair of descending thoracic aortaDo not report 33886 in conjunction with 33880 or
33881
Report 33886 once, regardless of number of modules
deployed
Because it was intended that distal extension prostheses
would be deployed to the extent necessary to treat the
target diseased segment, no additional code was created for
distal extension cuffs at the initial procedure. This code is
intended to be used when the patient is returned for
placement of a distal extension cuff, as might be the case
when a type I endoleak was subsequently identified at the
distal attachment site. The code is reported only once, even
though more than one distal extension cuff may be re-
quired to treat the problem (Fig 5).
CPT Code: 33889
Global Period: 0 days
Open subclavian to carotid artery transposition per-
formed in conjunction with endovascular repair of
descending thoracic aorta, by neck incision, unilateral
There may be cases in which the left subclavian artery is
occluded because the endoprosthesis is deployed across the
origin of this artery to achieve a hemostatic proximal seal
zone. When the left upper extremity requires revasculariza-
tion after coverage of the left subclavian artery orifice, this
code is used when the revascularization involves subclavian-
to-carotid transposition in an open procedure. This is the
most appropriate code to use for this surgical reconstruc-
tion when the operation is performed as part of the endo-
vascular thoracic aortic repair procedure (Fig 6).
CPT Code: 33891
Bypass graft, with other than vein, transcervical retro-
pharyngeal carotid-carotid, performed in conjunction
with endovascular repair of descending thoracic aorta,
by neck incision
In cases where both the left subclavian artery and the
Fig 5. CPT Code 33886left carotid artery are covered by the endovascular prosthe-
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artery with an extra-anatomic bypass. This code provides an
explanation for the work involved creating a transcervical
carotid-carotid bypass. It would be most typically used
when the bypass was performed as part of the endovascular
thoracic aortic repair procedure (Fig 7).
CPT Code: 75956
Global Period: XXX
Endovascular repair of descending thoracic aorta (eg,
aneurysm, pseudoaneurysm, dissection, penetrating ul-
cer, intramural hematoma, or traumatic disruption);
involving coverage of left subclavian artery origin, ini-
tial endoprosthesis plus descending thoracic aortic ex-
tension(s), if required, to level of celiac artery origin,
radiological supervision and interpretation
CPT Code: 75957
Fig 6. CPT Code 33889
Fig 7. CPT Code 33891Global Period: XXXEndovascular repair of descending thoracic aorta (eg,
aneurysm, pseudoaneurysm, dissection, penetrating ul-
cer, intramural hematoma, or traumatic disruption);
not involving coverage of left subclavian artery origin,
initial endoprosthesis plus descending thoracic aortic
extension(s), if required, to level of celiac artery origin,
radiological supervision and interpretation
CPT Code: 75958
Global Period: XXX
Placement of proximal extension prosthesis for endo-
vascular repair of descending thoracic aorta (eg, aneu-
rysm, pseudoaneurysm, dissection, penetrating ulcer,
intramural hematoma, or traumatic disruption); radio-
logical supervision and interpretation
Report 75958 for each proximal extension
CPT Code: 75959
Global Period: XXX
Placement of distal extension prosthesis(es) after endo-
vascular repair of descending thoracic aorta, as needed,
to level of celiac origin; radiological supervision and
interpretation
Report 75959 once, regardless of number of modules
deployed
Treatments using catheter-based endovascular tech-
niques have CPT codes for both the procedure and for
imaging. The work for the procedure is described in the
“Cardiovascular” section of the Surgery CPT codes. The
work involving radiologic supervision and interpretation
services is described in the “Vascular Procedures” section of
the Radiology CPT codes and should be used in conjunc-
tion with the surgical procedure codes previously described
for the various components of endovascular treatment of
the thoracic aorta. The provider need not be a radiologist to
use these codes.
The physician work that is included in the radiologic
supervision and interpretation codes includes monitoring
the function and configuration of the imaging equipment,
directing technical personnel in operating required imaging
devices, and supervising the selection and use of catheters,
wires, balloons, stents, sheaths, and contrast material. The
physician performing these services ensures accurate radio-
logic views, exposures, shielding, image size, and ejection
sequences.
Real-time analysis of all imaging includes manipulation
of wires, catheters, and balloons as well as confirmation of
the correct positioning and deployment of devices, fol-
lowed by the assessment of postoperative success and com-
plications. This may include the quantitative measurement
of the lesion, target vessel, and landing zones to confirm the
appropriate size of the endovascular prosthesis and balloon
catheters. After the procedure, images are interpreted and
reviewed. Radiologic images may be postprocessed and
converted to archived form for a permanent record.
Subsequent administrative tasks include dictating a
procedure note including interpretation of diagnostic and
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Also included in component coding for endovascular
procedures are surgical codes to describe the work of
arterial exposure at the site of delivery. Codes have been
created for these procedures, involving femoral artery or
iliac artery exposure.
CPT Code: 34812
Global Period: 0 days
Open femoral artery exposure for delivery of endovas-
cular prosthesis, by growing incision, unilateral.
CPT Code: 34820
Global Period: 0 days
Open iliac artery exposure for delivery of endovascular
prosthesis or iliac occlusion during endovascular ther-
apy, by abdominal or retroperitoneal incision, unilat-
Fig 8. CPT Code 34812eral.These codes describe the work for surgical exposure of
the femoral (Fig 8) or iliac (Fig 9) artery for delivery of an
endovascular device. Included is the surgical dissection and
control of the vessel, subsequent repair of the arteriotomy,
and wound closure.
SUMMARY
For a patient undergoing endovascular repair of a
descending thoracic aortic aneurysm with an endovascu-
lar prosthesis that covers the left subclavian artery and a
subclavian-to-carotid transposition procedure, the follow-
ing codes would be reported using component coding:
34812 Open femoral artery exposure, unilateral
36200 Catheter introduced into aorta, bilateral (50 modi-
fier)
33880 Endovascular repair of descending thoracic aorta
33889 Open subclavian to carotid artery transposition
75956Radiologic supervision and interpretation for 33880
Fig 9. CPT Code 34820Submitted Oct 24, 2005; accepted Oct 26, 2005.
